RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

:

b = One item required to trigger
“Q=Two items required to trigger
=0ne of these three items, plus at least one other item
iy required to trigger
Sl = When both ADL triggers present, maintenance takes
precedence

Bh

lProceed to RAP Review once trlggeled]
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Resident Numeric [dentifier,

MINIMUM DATA SET (MDS) — VERSION 2.0
FQR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION SECTION AC. CUSTOMARY ROUTINE
1. ;Q\TEOF Dalemae‘% Nolo— Does not hcude readmiosion F1ooord v ol [ cusmmémm,ammwmmmwwommmmm
~ admission da (tn year prior| CYCLE OF DAILY EVENTS
l | 1 I Ij L1 l L] ”3‘9',,,,’1,9"' Stays up late at night (e.g., after  pm) s
to
1 2.| aomrred 1anatehomelapt.wmmhormhealmsewm nursing  |Naps reguiarty during day (atleast 1 how) b
(ATFREt?TMRY) &Mwmm last% Goes out 1+ days a week e
1 o il v et stays busy with hotiies,reading, o fxed daly routine e
Wmm hd‘m"m“ Spends most of me alone or watching TV o
Moves independently indoors (with appliances, ¥ used) t.
Use of tobacco products at least daily
NONE OF ABOVE n
I ] EATING PATTERNS
' - Distinct food preferences L
given in iterm AB1 above) Syears paorio Eats between meals all or most days L
Prior stay at this nursing home " Use of alooholic beverage(s) at least weeldy i
Stay in other nursing home ' N NONE OF ABOVE L
Other residental faclity—board and care home, assisted iving, group ADL PATTERNS
home S In bedclothes much ot day
e ot = Wakens 1o tolet al ;
MR/DD setting " o ormost nights
NONE OF ABOVE ¢ Has imegular bowe! movement pattem
5. u::;%‘? Sho\tmsbrbaﬁtg
Put : Bathingin PM
|between two . NONE OF ABOVE “\
| loccupations) ___ [ INVOLVEMENT PATTERNS
7. e?ucmou 1.Noschooling gw«mm — :
i as—um 7.Bachelors dagree Daly contact with retaives/closs flends : *&—-
Completed) 14. High school 8. Graduate degree " [Usually attends church, temple, synagogue (eks.) ' t
8. | LANGUAGE [(Code Ior correct response) J
2. Primary Language . : Finds strength in faith ) .
0.Engish _ 1.Spanish 2.French 3.Other Dally animal companionfpresence e
9. resident's RECORD knciicate NONE OF ABOVE _ " :
- LY - IUMCNOWN—Redd«MiyuHiebpmﬂeibnmﬁon v
ICONDITIONS |(Check il conditions Sl
1. RELATEDTO %WM@&W%M”W&MW ) '
SRR, INotsppicablo—no MR/DD (Skip 10 AB11)
MR/DD with organic condition
Down's syndrome b.
Autism R
Epllepsy . d
.Oﬂ\erugaticemdiﬁomebﬁedbMR/DD o. .
e i . “—  SECTION AD. FACE SHEET SIGNATURES
~ BACK- _ [~ SIGNATURES OF PERSONS COMPLETING FAGE SHEET:
mmg- LI 1" I I""l l I | l : :
TION a. Signature of RN Assessment Coordinator ) Date
ICOMPLETED! . ’
Signatures Tde Sections

(pr*PP‘!’F'l




Resident Numeric Identifier

MINIMUM DATA SET {MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM
(Status in last 7 days, unless other time frame indicated)

{ION A. lDEN11FlCA110N AND BACKGROUND INFORMATION [ 3] memory/ mmmmmmwmmwdm
JRESIDENT ABLITY Current season PR s 2 nrs
2 (FirsY) b. (Vddie Inital) c.(Las) FRAT) Location of own room |, hessheisinanusinghome |,
Z|  ROOM Staff namesflaces  [e. | NONE OF ABOVE are recalied o
NUMBER l l l | ]j 4] COGNIIVE [(Mace decisons régaring sks ofday kel
R Ly i ] e HETEREERRE IR e,
. 5 3. SEVERELY MPAIRED—neverirarely made decisions
b.Ongnal(O)oreoneetedcopydbtm(emermmberofconecoon) 3 mmmmﬂ(m”m"“%mﬁww o0
4a.| DATEOF | Date of reentry recent temporary &dw%e ahospitalin OF  lrequires conversations direct know
REENTRY lmsgdws(wml&assmﬂadmm less than 90 days) DPEé.IR!}cl)UDME of resident's behavior over this time].
DISOR.~ |0 Behavior not present
l l l_l lj LI I ' l DERED éaamm'wmudmws%MMWsm
ATWHAlgléJNNEGé ﬁruomg(e.g..wonsetorwsemg)
X AL |1.N aw " 8. Divorced a EASLY eg., i jon;
S. “S?RT‘.{:S 5 wefmamed 3 idowed DlSTRACTED—( difficulty paying attention; gets
€.| MEDICAL - b.PERIODSOFA!J‘EREDPEHCEP‘HONORAWARENESSOF
RECORD SURROUNDIN talks o ot
e || LT TTTTTTTT1] Mm%mg%mmw
7. waaa\g (mgmbmqmummhmsodays) day)
%&? Medcaidperdem [ | VAperdiom X c.E’lSODESOFDISORGANIZED“
. STAY  |Medicare per diem F_ Self or tamily pays for kil periem | - im‘”ﬁm“w oSk st
. - RESTLESSNESS—{¢
Medicare Medicaid resident orMedicare Y o
Medc  ancilary . : ::::( n mwmwmmmw
Medicare anciliary | Private insurance including : PERIODS OF Y. i .
part B - d_ m L | eEERons %-( staring into space;
CHAMPUS per e Other 13 - | MENTAL FUNCTION VARIES OVER THE COURSE OF THE
8.1 REASONS a.ana:ytemn assessment
SOR b Mmmwm(wmdbydayu) mmwmm
froual 6.] CHANGE IN cogniive status, sidls, or abillies have changed as
i mmmm . : OgTGAPg‘TgE %ﬁsﬂ%ﬁm(«mmwiw
reentry . Discharged—retum anficipated
asses & Dsdzargedpriorbconpleﬁngh&dassmm SECTION C. COMMUNICATION'HEARING PATI'ERNS
subsetof 10.anmdpdorqmtedym\t 1.{ HEARING heanng spplance, T used)
um ammmukwm
completecy [>- Goces for assessments required for Medicare PPS or the State zmwmamn@mvw:mbm
2 Maars 20y assassment : 3 Y mm&?meuheamg
4. Modicare 90 02y assessment ‘| 2 COMMUNI- {(Check al that apply during last 7 days)
& Modcaro readmissionfetum asssssment. - DN, [ Hearing ad, present and used : =
zuedaaﬁm assessmont . : “TECH-  [Hearing'ald, present and not used reguiarly b.
8. Other Madicare requirad assessment : NIQUES Other receptive comm. tachniques used (e.g., lp feading) 3
Check all that apply) Durable power atiomeyffinancial _ NONE OF ABOVE d,
R |, quardian ¢ 1 sluooesor (Check afl used by resident t mar noads Ty
O;L?; 2. Family member responsile o _ EXPRESSION Signslgestures/sounds n
GUARDIAN |Otherlegaloecsit ) o for self 3 Speech o
. Durable of OF Wiiling messages 1o Communication board o.
i0.] ADVANGED (&rmosexa:w';m:pomgdoammuumhmm - : Amm:r ::Zm M Otrcr t
DIRECTIVES | record, check il that apply) ) or Bralle e | NONEOFABOVE o
mﬂ ] a__ | Feeding restrictions t. ry MgKE&G (Bopressing inlbrmiation content—however abie)
fesuscitate b, Medication restrictions 0. UNDERSTOOD :
Donothospitaliz ¢ ) 2 YNDER- 1. USUALLY UNDERSTOOD—difficuty finding words or finishing
(Organ donation d oF E‘— Z%Umm—dﬂyismbnd&\gm
: ammvmwoensmoo
5.| SPEECH e sty oys)
ECTION B. COGNITIVE PATTERNS LAY o.cuean sremcit v ligtioworss
1.] COMATOSE (Pelsstemvegeﬂhvvsale’nowmmeﬂ 2 NO SPEECH—absence of spoken words
1.Yes (H yes, sidp to Section G) 6. Agﬂ%]go (mmml—mmﬁﬂér
2 (Recall of what was learned or knowr) 0. UNDERSTANDS
! 2. Short-term memory OK—seems/appears 1o recall after 5 minutes . g,’,q‘"s,?s 1. Wummwmmmtem“ _
N N 0-Memory OK~ 1. Memory protiem o z%ssymmsw«osmmuywm,
0. Mamory OK " 1Memo¢y“ tongpast 3. RARELY/NEVER UNDERSTANDS
7.] CHANGE IN | Resident's abifty 10 express, understand, o hear information has
COMMUNI- |changed as compared 1 status of 90 days ago (or since last
CATION/ |assessment i less than 90 days) ]
| | HEARING [0.Nochance 1 bt RS ;

b B VY I T i )



Resident Numeric Ideatifier

SECTION D. VISION PATTERNS : )

1.] VISION [{Abifity 1o see in adequate fight and with glasses f used)
0. ADEQUATE—sees fine detal induding reguiar print in s'awmmmms(ammwsagmmzﬁ) R
1. IMPAIRED—s0es targe pri, but ot reguiar printn newspapers/ SYMPTOMS 10. fo change 1. Improvec “k :
B A D e 0 0 %% SECTION F. PSYCHOSOCIAL WELL-BEING =
aHIGM);%IREQ—objeaidenﬁfmﬁmhqmweya 1.| SENSE OF At ease interacting with others .
appear objects L. ’ INIMATIVE |t ease doing planned or structured activities Yy
4. SEVERELY IMPAIRED—no vision colors, of INVOLVE- . o e L
stapes:eyesdonotappwbblov?roﬁse&aww MENT N%sedongse*fgmatedmes e
2,| VISUAL ISide vision problems—decreased { oun d
LIMITATIO! mmsdeduay.dfﬁaltyuaveﬁr\g.hmmpe&
mu@mmmmmm mmd (Wm
Experiences any of following: Sees halas or rings around lights; sees &t refigious services)
ﬂash&soflight:se&s *curtains® over eyes b v Ammmmmwm 1
NONE OF ABOVE P
. — NONE OF ABOVE . e __ 2.1UNSETTLED |Coveri/open confiict with or repeated Cribcism of stall la,
3. Glasses; contact lenses; magnifying glass RELATION- {Unhappy with oommate b,
APPUANCES]0.No 1.Yes SHIPS Unt with residents other than "
SECTION E. MOOD AND BEHAVIOR PATI'ERNS Absence of personal oontaawmwi:‘ﬂymm d
1 INDIOATORS {Code for Indicators observed In Iast 30 days, Inespective of the Recent loss of close family membedfiiend :'
0. Indicator not exhibited in last 30 Does not adjust easily 10 change in roufines
DE?RES‘ 1.mwdﬁ\§stypee:‘\b§tedmdtagsﬁvedaysamek NONEOFABOVE %—
Sm%gb 3‘ERBAL°§‘P?ESSIONS OI:.F! h h%l;\ ? 3./PAST ROLES bonmmpastrolesamiﬁe a
OF DISTRESS c&% Expresses sadness/angerdemply feefing over lost roles/status N
. . perssstently seeks medical Resident perceives that daily routine ( routine, s
a Resident made negative mmmm mmmmmhmm activiies) N
Would rather be NONE OF ABOVE o
dead; What's the use; 1. Repetitve anious
e g v 30 compisneoncems fuor SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS
b, . . .. persistently seeks attention/ 1.} (R) ADL SELF-PERFORMANCE—(Code for residont's PERFORMANCE OVER ALL
mwlgqms_&t P reassurance . SHIFTS during last 7 days—Not including setup)
mﬁw'm’ 0. INDEPENDENT—No help or oversight ~OR— Help/oversight provided only 1 or2 times
¢ wlﬁngombfhelp. CLEISSUES 1 E::l;::ys—Oversm provided ™y
f . N encouragement or cueing 3 Smesde |
%&dhebmd’) ).Wmoodhmmug last7 days —OR— Supervision (3 or more times) pius physical assistance ommm
d.Persistent a with selif kdk%mddmlgemmal 1or2nmesdumglast7days
annoyed, anger at SAD.APATHETlc.m ofirhsoromemomvembe:ngmaofmmhz
placen;ré:ms@g APPEARANCE Sﬁmvhebpfmdedonlworzitmdﬂghsﬂdajs
L pained, womred facial EXTENSIVE ASSISTANCE—While resident performed part of activity, fast 7-
e. Solf deprecation—e.g., */ g%(emn—e.g..hm:ed hegeamg type(s)pttmdedsommtaﬁn&e:part o i
am lamofnouse brows —Wew
o m. Crvina, tearfuk —Fullshffpetbrrmncedumgpan(bznnotal)dlsﬂdays
f. Expressions of what n y . 4. TOTAL DEPENDENCE—Full staff perdorrnance of activity during entire 7 days
appeaﬂoI>e'eatlv}f‘;;wt;ﬁ:t‘igg Repetivoptysical 8. AGTIVITY DID NOT OCCUR during enfire 7 days _
W’”""‘g‘mm mm& |{8) ADL SUPPORT PROVIDED —{Code for HOST SUPPORT PROVIDED W ®
being with others fidgeting, picidng : OVER ALL SHIFTS during last 7 days; code regardiess of resident’s self-
LOSS OF INTEREST i performance diassification) ‘ -
g. Recument statements that ©
something terrble ts about o.wauavdﬁomadviﬁesg E w%&mwmw z §
Interest—e.g., no intorest : Setup .
he or she is about 1o standing activites porson physical assist 8. ADLacﬁvlylse(fddnot
o atoa e o Do s Corerets. 3 Tvmmmp'vswasist occurduingensro7days | 4|3 |
p. Raduced social intaraction a menmbmmmmumsidebsﬁe.‘ M
= ‘PERSIS- Onaeor altemdbymgnpbh dne:daoonsole. mnm mmuspm’ ;WMWM:MM
- I’ or
TB!CE g.teNl?dzmoverliast'ldays ‘ma b wheelchals, standing position (EXCLUDE to/ffrom
- indicators easly altered not easdy altered : <) WR%CI)(MN How resident walis between locations In hisher om
3.] CHANGE [Resident's mood status has changed as compared o status of 90
INMOOD mm(«mwmlmmmﬁ) 9] ALK e |How resident walks in corridor on unit
2z e.] LOCOMO- [How resident moves between locations in hisher room and
afsmwomw&sm'mmMTW TN |adjacent conidor on same floo. ¥ in wheelchal sell-sulfidlency
1. Behavior of this type occurred 110 3 daysinlast 7 days ONUNIT_jonce in chair
2, Behavior of this type occurred 4 10 6 days, but less than daily | t.| LOCOMO- JHow resident moves 10 and retums from off unit baﬂons(e.%.”
3. Behavior of this type occurred datly TION araasse(asdebr&mg.adnvmes.orueamu\ts).lﬂacﬁ‘
OFF UNIT Jonly one floor, how resident moves 10 and from
(B{). n;ynmnaggabmty ’va:s days l?\eﬂooclfnmeldmsel-afﬁderwmhd\ai
1. Bdmmlm%E v casky alterod n (® g.| DRESSING Homesidemputson,hstemmdhlecoﬁalitetmdm
2 WANDERING (moved with no rational pumose, seemingly 9 donnieg® oprIshess
oblivious to neads or safety) | EATING Howrwdemm!smddﬁnis(rega:dessdsld).mwabd
b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others ourishment by offher means (6. tube feeding, otal parentoral
Qmmmm:'wscs'ewa‘e"aw'cu'se“o ( L| TOLET USE Hmmmmmmmm(ormmmmm
PHYSICALLY BEHAVIORAL SYMPTOMS (others transfer cleanses, changes pad, manages ostomy o
were hit, shoved, scratched, sexually abused) ! theter, adjusts clothes pad,
d. SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL J.] PERSONAL memmspemmmu\dmmngm-
SYMPTOMS (made disruptive sounds, noisiness, screaming, HYGIENE |brushing teeth, makeup, washing/drying face,
self-abusive acts, sexual behavior or disrobing in public, : hands, and perneum (EXCU bamsandshowers)
smearedihirew food/feces, hoarding, rummaged though others’
belongings)
e. RESISTS CARE (resisted taking medicatione/ inierfinne AN




Resident

Numeric Identifier

Constipation

BATHING {How resident takes full battvshower, sponge 3.]JaPprIANCES]Any scheduled toileting plan Did not use toilet roony
| BAMI mﬁmﬂmduﬁﬁa@@ﬂ%mﬂmd&&wﬂ@) AND = commode/urinal 1.
Code for most dependent in self-performance and PROGRAMS Bladder retraining program 5. Padshbriefs used L—
(A) BATHING SELF-PERFORMANCE codes appear catheler  Use 9
E:dema!(condom) e mﬂsﬁﬂmm h
0. Independent—No help provided
1. Supervision—Oversight help only Indweling catheter . {Ostomy present L
2. Physical help limited to transfer only intermitient catheter o. |NONEOFABOVE I
3. Physical help in part of bathing aclivity 4.| CHANGE IN | Resident’s urinary continence has changed as compared to status of
4. Toddepe;hmn UglON“A'!'?_Y 90 days ago (or since last assessment if less than 90 days)
8. Activity itself did not occur during entire 7 days NENCE [0.Nochange 1. improved 2. Deteriorated
(Balfmgstpponcodsaleasdeﬂnedinkani,codesabove) ;
3.1 TESTFOR [(Codebor testin SECTION 1. DISEASE DIAGNOSES
BALANCE (0 Maintained as required in Check only those diseases that have a relationship 10 current ADL sGiuS, Cogriive SRS,
(see training éuwmmm»rmxmww moodandbemvno)rstan:s,medcrdtreaunens. monitoring, or risk of (Do not kst
manual) stands (S8 m'm'mbmgdmuw "
&?Jfotablek(: ) doe: 1.| DISEASES [( mneapplnalECKrheNONEOFABO.VE?ax)
a. Balance while standing
ueahneemﬁtﬁr!g—posiﬁmmmu
4, FUNCTIONALY(Code for imitations last 7 days that interfered with daily functions or
UIMITATION |placed resident at risk
INRANGEOF(A)RANGEOFMOTION (B) VOLUNTARY MOVEMENT
MOTION  {0." No Emitation 0." Noloss
. Limitation on one side 1. Partialloss
(see training z Limitation on both sides 2. Fullloss *) ® oo,
manual)  faNeck - ’
b. Am—including shoulder or elbow ﬁ
¢ Hand—Including wrist or fingers
d. Leg—Including hip orknee dd.
@. Foot—including anide or toes ee.
£, Other Emitation or loss "
5.] MODES OF |(Check all that apply during fast 7 days) | X .
LOCOMO- . , Schizophvenia gg.
TION Cane/walkedcrutch 8 Wheelchair primary modeof |, PULMONARY
Wheeled self b focomotion : Asthma bh.
Otherpersonwheeled [ | NONEOF ABOVE e. Emphysema/COPD i
(Check all that apply during last 7 days) . SENSORY
Bedfast all or most of ime _ Ufted mechanically " Cataracts i
Bed rails used for bed mobility Transfer aid (e.g., sfide boand; Dizbetic reinopathy 3
lor transfer b, uapem.mrn(e.agv&eque) e Glaucoma X
Lited manually e |NowEOFABOVE fe Macular degeneration o
Sm\eoralofADLacuwﬁawembcdmmabtaslsdumhstT O'IHER
dayssommncoudpetbnnm Allergies - |on,
8] ADL Rwdentbeliemhelshe capableofhcrmedhdependenoe ' pesy i ' o
. s nat Cerebrovascular accident Cancer
[REHABI TTAL| - Some ADLs I’“ (stroke) ¢ |Renalfaiwre -
TION 'Dueamstaffbeﬁwerwdemswabledhamedhdepemetm ; '
POTENTIAL [in at least some ADLs b. Dalu.nﬁaoﬂm N NONWE OF ABOVE rr.
Rwdemabletopetbtmhsldacivityblﬁsvetysbﬂ [3 2.]INFECTIONS (UMMMEQ(MWAEOFABOVEM
Difierence in ADL Seif-Performance or ADL Support, comparing Antiiotic resistant infection Seplicomia
momings 1o evenings (eg, Methiclinresistant |y | Sexally trnsmitted diseases
NONE OF ABOVE staph) L Tuberculosis
9.| CHANGE IN | Resident's ADL self-performance status has changed s compared Clostridum difficie (c.f)  [b. ;
ADL nmdwmm(«mwmmsmm - | Conjunctivifis c Uﬁwmmhww;
‘&’&im 1. kmproved 2. Deteriorated HIV infecton d___ | Viral hepatitis le
. Prieumonia e Wound infection t
SECTION H. CONTINENCE IN LAST 14 DAYS Respiratory infection t. | NONE OF ABOVE m.
1.]mwe~cesasoo~mcnmoam 4 3| OmHER
(Code for resident’s PERFORMANCE OVER ALL SHIFTS) CURRENT |* L] te] |
. ORMORE {n 111 tet 1
0. CONTINENT—Complete oomdlfmbdxwaoﬁrmyg wninary catheter or ostory DETAILED
device that does not leak urine wosas:: 1 £ 1 Jel
1. USUALLY CONTIN: ENT—BLADDER,thepsod&emawed(orm d P L1 lel i
BOWEL less than weekdy o= L1t el |
- BT aoe 5 waee " TNENT-—BLADDER, 20rmors mes awesk b notdaly: | <oy o e 4 CONDITIONS
. (Check all problems present in last 7 days unless other tme frame is
3. FREQUENTLY INCONTINENT—BLADDER, tended 1o be incontinent dadl, but some o
23
control present (e.g., on day shift); BOWEL, 2-3 mes a week - INDICAIORSOF "
4. INCONTINENT—Had inadequate control BLADDER, multiple episodes:
BOWEL M (or sl i ate co Weightgain orloss of 3o z
mdmmmmumm
programs,  employed more pounds within a 7 day Haltnnanons 1
L
' Comm(ofumarytiadder {# criobles, vokime insufficient to lnabiity fo e flat due to
mtwghmdetpants).wmappﬁatw(e.g,bley)orwmetm of breath %
d employed Detwdeated: output exceeds L
% leLimmaTion Bowe(regula bt add Diarthea = ’ o
r—al "
PATTERN | movement every three days Fecal impaction a4 mmgﬂm "
b. NONE OF ABOVE provided during last 3 days a4 0.



Resident

Numeric Identifier

SECTION M. SKIN CONDITION

Code the highest level of pain present in the last 7 days) lecord the number of uicers at each uicer stage—rvegardiess of
z SYJ%MS ¢ 9 o A pai . 1.] ULCERS guse.llnone ata%md'O'(m).Codealmw e
FREQUENCY with which b.INTENSITY of pain (Dueto any |during last 7 [Requires fll body exan
fesident complains or. 1. Mid pain cause) .
mmd"a‘" 2. Moderate pain a.Stage 1. Apetscstentam slmtednes(wmnabmkh :
0. No pain (skip to J4) &Tm painis skan) that does not disappear when isreliwed.
1. Painless than dally horrible or excruciating * b, Stage 2. Apamalg;c;:wbsofslmh&etsﬁmm
2.Pain dally Glinically as an abrasion, biister, smh,,m
3.] PAINSITE |(ipain present, check all sites that apply in fast 7 days) c. Stage 3. AMhdo‘moishmsbSt, g the subcutaneous
Back pain a Incisional pain A pmemsasadeep orwmu:
Bone pain b Joint pain (other than hip) o §
5 . ) . . d. Stage 4. Aﬁxlhdmdslmmdstbu@mﬁsmeis
Chest pain while doing usual N smm?npm(e&bsax N exposing musde o bone. lost,
2 : - 2.| TYPEOF {(Foreachtype ofuicer, code for the highest stage In the last 7
Headache d Stomach pain L ULCER (wngszgzehlemMHa,Oamqsmeﬂ 234 days
Hp pain e. | Other 3 2. Pressure ulcer—any lesion caused by pressure resuliing in damage
4.1 ACCIDENTS (Ch_ed‘ﬂ”MOPPM . of underlying tissue
Fellin past 30 days a__ |Hofactreinlast180days o b. Stasis uicer—open lesion caused by poor circutation in the lower -
Fell in past 31-160 days b. Other fracture in last 180 days ki extrernities
NO\E?FD:BOVE e 3.|HISTORY OF |Resident had an uicer that was resolved or cured in LAST 90 DAYS
§.] STABILITY |Conditions/diseases make resident's cognitive, mood or behavior RESOLVED
OF pattems unstable~(fluctuating, precarious, or deteriorating) a ULCERS |0.No 1.Yes
ICONDITION Resident e of a recuntent or 4.]OTHER SKIN (Chedmﬂhatapplydnlglast?days)
chvonic proim 9 an acute episode or a fare-up b PROBLEMS |Abrasions, bruises
Erﬂ»stageds&ase.G«iew'ermorﬁnsbive (=3 °§RE§W‘:5 Bums (second or third degree) o
NONE OF ABOVE d. Open lesions other than uicers, shes, cuts (e.g., cancer lesions)
Rastw—e.g,memlgo.eczetm.dmglash.hedash,hetp&smswr
: . Skin desensitized to or pressure
SECTION K. ORALNUTRITIONAL STATUS . i or s ot )
- [1] oraL _[Chewing problem I:-__ Surgical wounds
PROBLEMS |Swaliowing problem b. NONE OF ABOVE
Mouth pain c. 5|  SKIN _|(Checkallthat apply dunng (7 0ays)
NONE OF ABOVE d TREAT | Pressure refieving device(s) for chair
2, HilﬁgT Rmd(uhewwwm)wuhmmwegxmm MENTS Pressure relieving device{s) forbed.
WEIGHT Wﬁaﬁym—e&hmaﬂamﬁubﬁanﬂwﬁhsfwx Tuming/repositioning program :
of, and in nightciothes I I Nummochydaﬁoniﬂecverﬁonbmgeslmpmblens
a. HT () B.WI @) Ulcer care
3.| weEGHT &Welgmb&e—s%anmnlastwdays;orw%ormhlast Surgical wound care
CHANGE | 1o Javs e wﬁmamwamwm)mmg
Wb.::oel?i‘;gdn—s%ormhwaodays;ono%ormhlaﬂ o (otherthan o feet) y
0.No 1.Yes ' Cﬁ!etngvenhﬁveorplotecﬁveslmm(omerﬂmbbeo "l:
NUTR-  |Complains sbout the taste of Leaves 25% or more of food NONE OF ABOVE
4 PR%%NAL many foods o | uneaten atmost meals . 6.]. FOOT |(Checkalithat applyduringlast7 days)
LEMS o PROBLEMS
Reguaror?etmvs N NONE OF ABOVE . AND CARE Wmmwm%@mm A
8.| NUTRI. |(Check all that apply In last 7 days) Infection of the foot—e.g., celiulitis, pundent drainage b
,mo"u"‘“u‘a., ParenterallV s Dietary supplement between Open lesions on the foot "
€S Feeding tube b meals t Nails/calluses trimmed during tast 90 days o
lmma« N mmm . mewm(mwwmt
[yiinge (ol feeding) & | Ona panned weight change Application of dressings (with or without fopical medicaions) e
Thetapeubcdet N program [ NONE OF ABOVE g
R NONE OF ABOVE L
€. PARENTERAL(Si)p fo Section L If neither 5a nor 5b Is checked) SECTION N. ACTIVITY PURSUIT PATTERNS
°RE"'ERAHa.Codeme of total calorles the resident received through ] e ((Check appropiate tms periods over BSTT &7
0. ieedngsnhelastgifgm ‘| AWAKE ngguvvaieal«mdﬁneae,mpsmmummm
1.1% 0 25% 4.76% 0 100% pes 6me period) in Evening
2 26% .50% :\‘ﬁ“""g E__ o =
emoon NONE OF ABOVE
b. Code the fluid intake IV ortube intast 7 days —
1=.q.gm““°“°° ”ﬁ%g% (if resident is comatose, skip to Section O)
10 500 coiday
2501 1o 1000 cifday 5.2001 or more coiday (When awake and not recelving treatments or ADL care)
. 0. Most—more than 2/3 of 6me 2. Litlo—less than 1/3 of ime
: 1. Some—from 1310 230fme 3. None
SECTION L. ORAL/DENTAL STATUS (Check all settings in which actvives are proferred)
1.]  ORAL Debxis (soft, easily movable substances) present in mouth prior to jOwn room & .
ATUS AND| going to bed at night a Day/activity voom b, Outside faciity
o Cnar, | Has dentures of removable bridge b. jinside NH/of unit NONE OF ABOVE
Some/all natural teeth lost—does not have or does not use dentures 4. (MMPREFERENCESMedwormmvsmW
.| (or partat plates) e Y e orosuet  (—— Trasishopping g
Broken, loose, or carious teeth ENCES | cafisfarts F Wallking/wheeting outdoors e
Inflamed gums (gingiva); swollen or bleeding gums; oral abcesses; . (fggﬁeendrtso Exerciselsports o] Walhing TV Tl
vloers of ashes ) current | passic 4 Gardening or plants }
Dgx;?fdeanhgdteeuvdentwmordaﬂymnhmre—byredderuor Ie. abitities) Reading/writing n Talking or conversing k
3 . .
NONE OF ABOVE q. ?g:rnt:le/reﬁgms Helping others [




Resident Numeric ldentifier

5.] PREFERS for resident preferences in dailly routines Use the following codes for last 7 days:)
"twwc;ew . No change pre 1. Sfight change 2. Major change 4 DEX;‘«%ES (().rs\li(used ?
38311'?}35 Type of activities in which resident is cumrently invoived m—:smmms;_-gssggﬁsvﬂrandaﬂy
'_gég?p\gz . Extent of resident involvement in activites Bad s e |
"E¥10N 0. MEDICATIONS : 2. —Fullbed rais on af open sides of bed
- - - b. - —Other types of side rals used {e.g., half rail, one side)
1.]NUMBER OF (Reoo:dﬂ)embero!differentmedaomswedmthelast?days, Trunk .
MEDICA- | enter 0" if none used) c. restraint
TIONS d. mbrestraint -
2] New fammmnmmvmmmateddmm : e. Chair prevents rising
MEDICA- |2t S0 days) ‘ 5.] HOSPITAL [Record number of times resideft was admtied 10 hospital with an
TIONS _ 10.No 1.Yes STAY(S) mmmmwwiqmwmmimmd
3.[INJECTIONS (ReoadmemmberdDAYSiy‘ewbmofanytypemeiveddxﬂ:g . days). (Enter 0 & no i X
the last 7 days; enter 0" ¥ none used) 6.EMERG Record number of imes resident visited ER without an ovemight stay
4.] DAYS  |(Record the number of DAYS during fast 7 days; enter “0° # ot Fgoom ) [in fast 90 days (or since tast assessment i less than 90 days).
REC“!?IIéIED used. Note—enter *1*for kong-acting meds used less than week) S) _{(Enter 0& no ER visits)
a. Anf 5 7.] PHYSICIAN |in the LAST 14 DAYS (or since admission  less than 14 days in
FouLowNG h”“f""’?’“ d. Hypnotic VISITS | faciity) how many days has the physiian (o suthodsed raclams or
EDICA “"m‘. vdety e. Diuretic practitoner) esamined the resident? (Enter0 # none)
& Antidepressant J-l 8.] PHYSICIAN hmlﬁri4MYS(o';ssﬁadr§$bnimﬂl@n14daysh
SECTION P. SPECIAL TREATMENTS AND PROCEDURES ORDERS | attonan chamoed e o ey o for atherizec asstant o
1.] SPECIAL PSPMMWMammm renewals without change. (Enter 0 & none) ‘
TREAT | thelast14days , 9.| ABNORMAL | Has the resident had any abnonmal lab values during the last 90 days
3‘%&% LAB VALUES | {or since admission)? -
- | TREATMENTS R Veotiator or respirator '
DURES, AND 0.No 1Yes .
PROGRAMS | Chemotherapy a. PROGRAMS
3“"“ ] b___| Alcoholidnug treatment SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
edcatio & ¢ N 1. DISCHARGE fa. Resident expresses/indicates preference 1o fetum o the commurtty
Intakefoutput a4 Alzheimer'sidementia special POTENTIAL
Monitoring acute medical care unit = 0.No 1.Yes
condition e Hospice care . (- b.R&dentMsaappoﬂpetsonM\oisposiﬂvebwardsdsdmge
Ostomy care t Pediatnc£ £ 0.No 1.Yes
Oxygen theragy e T : - Stay projected t be of a short duraion— discharge within
Radaton - . h | JrRining in skills required to . gaydays(domtmneeoeaeddsdza-gemn )
- retum to the community (e.g., 0.No 2. Within 31-90 days
Suctioning L - . hwsem 1.Within 30days 3. Discharge status uncertain
racheastorny Shopping, transporta 2| OVERALL |Residents overall se sulfidency has changed signiicantly
Tracheasiomy care L |ADLs) CHANGE IN |compared to statss of 90 day's ago (or since et assessmont i less
- Transfusions k___| NONEOF ABOVE s msusmﬂmmdays) -
F‘i;;\_- b.THERAPIES - Record the number of days and tofal minutes each of T - [0-Nochange 1. improved —recelves | Deteriorated—feceives
| following therapies was administered (for at least 15 minutes a day) in |- . . mma
the last 7 calendar days (Enter 0 i none or less than 15 min. O care
(= ot i e i oA
=#o0 administe 15 minutes or more
(B) = total  of minutes provided in last 7 days I(A) ® SfCTI_ON I:.ASSESSMENT INFORMATION
- — .| PARTICIPA- [ Resident 0.No 1.Yes
[1-Speech - language pathology and audiology services AIONM |1, Famay: ONo  1Yes  2.Nofamiyy
b.Occupational therapy MENT |C-Signficantother; 0.No 1.Yes 2.None
c. Physical therapy 2. SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
K. Respiratory therapy
L&Psydro;oﬂgiélm«apy(byanyuoensedmam: : . | Sigrature of RN Assessment Coordinator (sign on above kne) -
health essional) e ’ b. Dats RN Assessment Coordinator K
2. INTERVEN- {(Checkall interventions or strategies used In 1ast7 days—no signed as complete l IT_L lj"‘[ I I Ij
TION | matterwhere received) Month Oay Year

FORMOOD, Special behavior symptom evaluation program

¢. Other Signatures o Tle Sections Date

BEHAVIOR, Evah:aﬁmbyaicemedmentalhalﬂnspecia&hhst%days
COGNITIVE {600 therapy b,
ident-specific delberate changes in the envi ' to address < ¢ Dats
in the environment .
moodlbehaviorpanems-—e.g.,ptwicingbtmuhvdiwbmmge d ~ Date
Reorientation—e.g., cueing . o. A o
NONE OF ABOVE . t,
3.1 NURSING Recordy»eNUMBEROFDAYSeadrofmeulowingmhabimﬁmor ry Date
REHABILITA-1 restorative techniques or practices was provided t6 the resident for
TION/ morethaaorequalto15mlnutesperdaylathelasf7days Y Date
RESTOR- |(Enter 0 if none orless than 15 min. daily)

ATIVE CARE a. Range of motion (passive) {. Walking
b. Range of motion (active) gommgm
c. Splint or brace assistance v Eating or swallowing
TRAINING AND SKILL - - .
i PRACTICE IN: . L Amputationprosthesis care
d. Bed mobility } Commumication
e. Transfer k. Other .
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3. FURTHER ASSESSMENT USING RAP GUIDELINES

The RAP review and assessment process provides a time for staff to think about and discuss key
areas of concern related to the resident. There are many ways to structure this assessment
process, e.g. who leads the discussion or assessment, who participates, and how the resident,
family and physician are involved. But in each case, staff should:

+ Discuss the triggered problems and any current treatment goals and related approaches to
care. _

+ Identify the key causal factors (i.e., why the problem is present). _

* Review the associated and confounding factors referenced in the RAP Guidelines (i.e.,
things that contribute to the problem or add to the complexity of the situation).

+ Ensure that information regarding the resident’s status and clinical decision-making is
documented, and that the RAP Summary form identifies where this documentation can be
found.

» Proceed to Care Planning.

The following RAP Summary form indicates which RAPs were triggered for Mr. S., where
documeéntation can be found, and whether a care plan has been developed. Before turning to the
RAP Summary form, you may wish to review the MDS to determine which RAPs should be
triggered. Using Delirium as an example, the following are examples of how staff might proceed.

1. As shown here, the Delirium RAP was used throughout the initial assessment period. It

was clear from admission that Mr. S. had acute confusion. Predictably the Delirium RAP

. was triggered. Staff documentation throughout the first weeks of residency capture the

key elements of the Delirium RAP assessment. The location and date of this

documentation is entered on the RAP Summary form. The decision to care plan is

indicated. As key information is clearly documented in this example and readily accessible

to all staff, there is no additional documentation required beyond the RAP Summary form
and referenced notations and care plan.

2. In some cases, a staff person may want to write a summary of the RAP assessment. This
could be for several reasons: e.g., while the assessment documentation is in the record
it is incomplete, unclear, too scattered or not focused. It may also be useful to have the
information summarized for quick reference by staff. If this is the case, the summary note
for Delirium could look like this:
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SECTION V. RESIDENT ASSESSMENT PROTOCOL SUMMARY ~ “merc tdendier ‘ —

e ——————
Resident's Name: Medical Record No.:
1. Checkif RAPis triggered. 3‘

2. Foreach triggered RAP, use the RAP gu‘idelines to identify areas needing further assessment. Document relevant assessment ik, - i
regarding the resident's status.

* Describe: .
- Natureoftheoondition(mayhdudepresemeorlad@fobjecﬁvedataandsubjecﬁveodmplaints).
— Complications and risk factors that affect your decision to proceed to care planning.
—_— Fado;sﬂmtmstbemideredhdevelopinghdivhualizedcamplanmtewenﬁom.
— Need for referralsfurther evaluation by appropriate health professionals. '
* Documentation should support your decision-making regarding whether to proceed with a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropriate for a particular resident.

* Documentation may appear anywhere in the clinical record (e.g-, progress notes, consuitts, flowsheets, ete.).
3. lndmteundermeLocaﬁonofRAPAss&esmemDowmenmﬁonwlumhwherehbmmaﬁm related to the RAP assessment can be found,

' (b) Care Planning
@) Check if] Location and Date of | g:cisddm
A.RAP PROBLEM AREA triggered |RAP Assessment Documentation care plan ‘

1. DELIRIUM | | |
2. COGNITIVE LOSS
3.VISUAL FUNCTION

4. COMMUNICATION
15.ADL FUNCTIONALY
REHABILITATION POTENTIAL

. [6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7.PSYCHOSOCIAL WELL-BEING .
8.MOOD STATE

9. BEHAVIORAL SYMPTOMS
{10.AcTivITIES

11.FALLS

|12 NUTRTIONAL STATUS

13. FEEDING TUBES

14. DEHYDRATION/FLUID MAINTENANGE
15.DENTAL CARE

16. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

18. PHYSICAL RESTRAINTS

B ' LI =L -

1. Signature of RN Coordinator for RAP Assessment Process . - 2. Month Day

-

3. Signature of Person Completing Care Planning Decision v Menth n

UIIO000000000000
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Delirium: RAP Summary Example 1

Mr. S. admitted from hospital with diagnosis of acute confusion. Since admission his
cognition has steadily cleared. Indicators of delirium, such as being easily distracted, having
altered perception or awareness of surroundings, and restlessness have lessened, but are not,
completely gone. Mr. S. has a history of Alzheimer’s Disease, family have been very helpful
in describing his baseline mentation. The team believes that delirium is related to his UTI,
relocation, Haldol, Morphine, Zantac, and dehydration. To this end, his Haldol is being
tapered with the goal of elimination (he was not on this drug prior to hospitalization),
Morphine and Zantac have been discontinued, UTI has been treated with Bactrim DS - a
follow up U/A C+S will be sent upon completion, I/O is being monitored and fluids being
encouraged, and the family has been helping us simulate a homelike environment with Mr.
S.’s possessions and routine.

Another example could look like this:
Delirium: RAP Summary Example 2
Mr. S. triggered for delirium. RAP was used as a guideline for assessment by team. (See
nursing notes: 8/24/95, 8/28/95, MD note 8/25). Possible causal factors: UTI, Medication,

Dehydration, Relocation have been identified and treatment plans are indicated. Refer to
Delirium care plan. _

4. CARE PLAN SPECIFICATION
The following is an éxample care plan for Delirium. It contains general points, rather than

specific prescriptions. It is meant to show general culmination of the assessment process in the
plan of care.

Objective : Intervention o Evaluation

Mr. S. will Keep night light on in room at night. | Resident remained safe
remain safe Have family bring in familiar articles in last 30 days, with no
and have no (bedspread, pictures). . evidence of injury.
injuries in next | 15 minute checks while in room,

30 days encourage out of room activities.

Involve in low stimulus activities.
Keep pathways clear and free from
clutter.

Toilet q 2 hours while awake and q 4
hours during night. Offer frequent
snacks including beverages.
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Mr. S.’s Taper Haldol as ordered. Resident’s cognitive
cognitive, Continue to review all medications with | functioning appears
function will | physician. similar to baseline 4
return to Assess for adequate hydration by according to: family,
baseline! in 30 | monitoring daily fluid intake. documentation from
days Review requested notes from Adult Day | Adult Day Care and
Care to gain further insight into baseline. | cognitive clinic at
Continue with Tylenol for pain, give hospital.
PRN dose before Physical Therapy and if
resident appears agitated or withdrawn. | Resident received
Tylenol as ordered, and
did not appear to be in
pain. ,
Mr. S. and Primary team to meet with family to Family met-with
family will be | work on care plan and tour unit. | primary care team and
acclimated to | Involve family in all aspects of care. toured the unit. Mr. S.
.the unit in 30 | Assess family’s level of knowledge about | is able to recognize his
days as Alzheimer’s disease and acute confusion. | room and attend unit
evidenced by | Reorient Mr. S. to his room and activities with a staff
recognizing his | surrounding unit. As acute confusion prompt.
own room and | begins to clear, involve Mr. S. in more
participating in | of unit activities.
unit activities
with minimal
supervision
Resident will | See urinary incontinence care plan. Mr. S.’s intake was at
maintain Carefully assess fluid intake from meal least 2000.
adequate trays. Offer supplemental fluids in Resident received
nutrition and | between meals. Involve family in supplemental beverages
hydration over | determining the best fluids, Mr. S likes in between meal.
next 30 days as | chocolate milk and apple juice. Skin turgor is intact and
evidenced by | Review monitored intake and output mucous membranes are
eating at least | sheets from last 7 days. Continue if moist.
3/4 of his intake is not at least 2000 ml/day.
meals and Monitor skin turgor and mucous
drinking 2 membranes.
liters of fluid
each day

Page 4-34

4 Assumes description of baseline is documented elsewhere in the clinical record.
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results from analysis of the resident by the interdisciplinary team based on communication about
the resident that is reliable, consistent and understood by all team members. This benefits the
resident by ensuring that the entire interdisciplinary team and all “hands on” caregivers are
following the same process based upon a common lcnowledge base.

Properly executed, the assessment and care plannmg processes flow together into a seamless
circular process that:

Looks at each resident as a “whole” human being with unique characteristics and
strengths.

Breaks the resident into distinct functional areas for the purpose of gaining knowledge
about the resident’s functional status (MDS).

Re-groups the information gathered to identify possible problems the resident may have
(Triggers).

Provides additional assessment of potential problems by looking at possiblé causes and
risks, and how these causes and risks can be addressed to provide for a resident’s highest
practicable level of well-being (RAP Guidelines).

Develops and implements an interdisciplinary care plan based on the complete assessment
information gathered by the RAI process, with necessary monitoring and follow-up.

Re-evaluates the resident’s status at prescribed intervals (i.e., quarterly, annually, or if a
significant change in status occurs) using the RAI and then modlﬁes the res1dent s care
plan as appropriate and necessary.

Care planning is a process that has several steps that may occur at the same time or in sequence.
The following list of care planning components may help the mterdlsclplmary team finalize the
care plan after completing the comprehenswe assessment:

1. The RAI proccss (i.e., MDS and RAPs) is completed as the basis for care plén decision-

making. By regulation, this process may be completed solely by the RN Coo;&inator, but
ideally the RAI is completed as a cohesive effort by the members of the interdisciplinary
team that will develop the resident’s care plan.

The team may find during their discussions that several problem conditions have a related
cause but appear as one problem for the resident. They may also find that they stand alope
and are unique. Goals and approaches for each problem condition may be overlapping,
and consequently the interdisciplinary team may decide to address the problem conditions
in combination on the care plan.
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CHAPTER 5: LINKING ASSESSMENT TO INDIVIDU-
ALIZED CARE PLANS

5.1 Overview of the RAI and Care Planning

Throughout this manual the concept of linkages has been stressed. That is, good assessment forms
the basis for a solid care plan, and the RAPs serve as the link between the MDS and care
planning.

This chapter provides a discussion of how the care plan is driven not only by identified resident
problems, but also by a resident’s unique characteristics, strengths and needs. When the care plan
is implemented in accordance with standards of good clinical practice, then the care plan becomes
powerful, practical and represents the best approach to providing for the quality of care and
quality of life needs of an individual resident.

The process of care planning is one of looking at a resident as a whole, building on the individual
resident characteristics measured using standardized MDS items and definitions. The MDS was
designed to allow the interdisciplinary team to observe and evaluate the resident’s status with these
detailed, consistently applied definitions. Once the separate items in the'MDS have been
reviewed, the RAP process provides guidance to the staff on how to use this information to assess
triggered problems and ultimately to arrive at a holistic view of the person.

Once the resident has been assessed using triggered RAPs, the opportunity for development or
modification of the care plan exists. The triggering of a RAP indicates the need for further review -

which is carried out utilizing the Guidelines that have been developed for each RAP. Staff use
RAP Guidelines to determine whether a new care plan is needed or changes are needed in a
resident’s existing care plan. It is important to remember that even though a RAP may not have
been “triggered” in the assessment process, the interdisciplinary team must address, in the care

~ plan, a resident problem in that area if clinically warranted. (See Chapter 4 for additional

information on the use and documentation of RAPs.)

The care-planning process in long term care facilities has been the subject of countless books,
journal articles, conferences and discussions. Often this discussion has focused more on the
structure or content of care plans than on the course of action needed to attain or maintain a
resident’s highest practicable level of well-being. It is not the intent of this chapter to specify a

- care plan structure or format. Rather the intent is to reinforce that the care plan is based on using

fundamental information gathered by the MDS, further review and assessment “triggered” by the
MDS, and distillation of all final assessment information, through the RAP Guidelines, into an
appropriate blueprint for meeting the needs of the individual resident. An appropriate care plan
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3.

After using RAP Guidelines to assess the resident, staff may decide that a “triggered”
condition does not affect the resident’s functioning or well-being and therefore should not
be addressed on the care plan.

The existence of a care planning issue (i.e., a resident problem, need or strength) should
be documented as part of the RAP review documentation. Documentation may be done
by individual staff members who have completed assessments using the RAP Guidelines
or who participated in care planning, or as a joint note by members of the interdisciplinary
team.

The resident, family or resident representative should be part of the team discussion or
join the care planning process whenever they choose. The individual team members may
have already discussed preliminary care plan ideas with the resident, family or resident
representative in order to get suggestions, confirm agreement, or clarify reasons for
developing specific goals and approaches. ' ~

In some cases a resident may refuse particular services or treatments that the interdisciplin-

ary team believes may assist the resident to meet their highest practicable level of well-
being. The resident’s wishes should be documented in the clinical record.

. When the interdisciplinary team has identified problems, conditions, limitations,

maintenance levels or improvement possibilities, etc., they should be stated, to the extent
possible, in functional or behavioral terms (e.g., how is the condition a problem for the
resident; how does the condition limit or Jeopardize the resident’s ability to complete the
tasks of daily life or affect the resident’s well-being in some way).

EXAMPLES

Mr. Smith cannot find his room independently.
Mrs. Jones slaps at the faces of direct care staff while they are giving personal care. -
Mr. Brown is unable to walk more than 15 feet because of shortness of breath.

10.

. The interdisciplinary team agrees on intermediate goal(s) that will lead to an outcome

objective. .

- The intermediate goal(s) should be measurable and have a time frame for completion or

evaluation.
The parts of the goal statement should include:

The Subjéct — the Verb — Modifiers — the Time frame.
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. EXAMPLE
Subject Verb Modifiers Time frame
Mr. Jones will walk up and down with the help daily for the
' 5 stairs of one nursing next 30 days.
assistant

11.  Depending upon the conclusions of the assessment, types of goals may include
improvement goals, prevention goals, palliative goals or maintenance goals.

12.  Specific, individualized steps or approaches that staff will take to assist the resident to

- achieve the goal(s) will be identified. These approaches serve as instructions for

resident care and provide for continuity of care by all staff. Short and concise
instructions, which can be understood by all staff, should be written.

13."  The final care plan should be discussed with the resident or the resident’s representé—
tive,

14.  The goals and their accompanying approaches are to be communicated to all direct care
staff who were not directly involved in the development of the care plan.

15.  The effectiveness of the care plan must be evaluated from its initiation and modified
as necessary. '

16.  Changes to the care plan should occur as needed in accordance with professional
standards of practice and documentation (e.g., signing and dating entries to the care
plan). Communication about care plan changes should be ongoing among interdisci-
plinary team members.

5.2 The Care-Planning Process

In order to provide a backdrop for understanding care planning, how it is supported by the RAI
process, and what is required by the regulations, this section has been organized around a
Question and Answer format based on the interpretive guideline probes for the care planning
requirements at 42 CFR 483.20. The appropriate F Tags have been added to the end of each
question to guide the reader back to the regulation. The regulatory language and associated probes
may be found in Appendix P of the State Operations Manual (SOM).
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42 CFR 483.20 (1)

Is the care plan oriented toward preventing avoidable declines in functioning or functional
levels? - F 279

The care plan is a guide for all staff to ensure that decline is avoided, if possible. Not only is the
resolution of clinical problems important (e.g., treatment of a pressure ulcer), so is the prevention
of further decline. For example, for the resident with pressure ulcers, a program of bed mobility
as well as efforts at improving the resident’s mood to increase willingness to get out of bed, will
improve chances for slowing decline. There must be a realistic, directed effort to provide quality
care in addressing immediate concerns while, at the same time, attempting to ensure that
functional decline does not occur. This is “proactive” involvement by the interdisciplinary team
to make sure that declines in resident functioning are avoided if possible.

How does the care plan attempt to manage risk factors? - F 279 -

The RAPs are excellent identifiers of resident factors that may increase the chance of decline or
for a problem to develop. Risk factors must not be overlooked when designing an effective care
plan. Through the RAP review, the interdisciplinary team can identify certain resident
characteristics that put the resident at risk for problems. For example, a resident may suddenly

this potential risk and identify the necessary precautions as part of the care plan (e.g. orthostatic
blood pressure checks for a period of time). '

Does the care i)lan build on resident strengths? - F 279

Care planning is usually thought of as a facility staff effort to solve or eliminate resident
problems. While this view is often valid, it is also important for the interdisciplinary team to
carefully look at the resident’s strengths and use them to prevent decline or improve the resident’s
functional status. The RAI process not only identifies concerns but also pinpoints areas of
resident vitality. These strengths or areas of vitality should be used in the care planning process -
to improve resident quality of care and quality of life through improved functional ability and self-
esteem. :

Does the care plan reflect standards of current professional practice? - F 279

It is important for all facility staff to be aware of and utilize current standards of professional
practice. This can be accomplished through a routine, up-to-date in-house training program or
through the use of qualified external training resources. New and more effective treatment
modalities, resident activities, etc. are continually being identified which will benefit residents if
built into their care plans.

Do treatment objectives have measurable outcomes? - F 279
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" Measurable outcomes require current knowledge about the resident to establish a baseline (e. g.
how many times does a resident behavior or symptom occur in a certain time frame or how does
a resident experience pain). Next, a target, goal or outcome is required (e.g., reduction of
behaviors to a certain level or reduction of pain). Finally, some way of measuring if the care plan
has moved the resident from the baseline to the target outcome is needed. Without measurable
outcomes there is no way to truly identify that a care plan has been successful. The care plan is
a dynamic document that needs to be continually evaluated and appropriately modified based on
measurable outcomes. This continual evaluation takes into consideration resident change relative
to the initial baseline—in other words, if the resident has declined, stayed the same, or improved
at a lesser rate than expected, then a modification in the care plan may be necessary.

Has information regarding the resident’s goals and wishes for treatment been obtained —
especially if a resident wishes to refuse treatment? Has the resident been given sufficient
information about his or her treatment so that an informed choice can be made? - F 279

Residents should, if possible, be involved in planning their treatment. This means that staff must
talk to the resident about what goals the resident would like to achieve and whether they believe
these goals can be achieved. Residents also have a right to refuse treatment. The interdisciplinary
team should ensure that the resident has all of the necessary information about how a particular
treatment will affect the care they receive and their general well-being so that the resident can
make an informed choice about whether or not they wish to receive treatment.

If a resident refuses treatment, does the care plan reflect the facility’s efforts to find
* alternative means to address the problem? - F 279 ‘

If a resident refuses treatment, the team should seek options with the help of the attending

physician, resident and family. Often one method of treatment may not be acceptable to a
resident, but another choice of treatment may. For example, a resident may refuse to take a
prescribed anti-depressant medication for treatment of depression. Alternative courses of action
could be explored with the resident that would use the expertise of mental health professionals.
Consequently, rather than a care plan which indicates only that a resident refused treatment, the

care plan would reflect other goals and methods of addressing the problem(s). Involve staff who -

have regular, first hand knowledge of the resident (e.g., nursing or activity assistants) in
reviewing possible options. They can provide insights on why the resident may be refusing care
and how to devise a better approach to the problem. ‘

42 CFR 483.20 (d)(2)

Was interdisciplinary expertise utilized to develop a care plan to improve a resident’s

functional abilities? - F 280
It is of the utmost importance that the staff most knowledgeable about the resident, in coordination

with staff having the most expertise in a given resident problem area, work with the resident and
their family or other representative in the care planning process.
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The medical model of care, while most common in the acute care setting, should not necessarily
be the driving force in planning the resident’s care unless the resident’s medical condition is
unstable and needs continuous clinical monitoring. The key is to identify those needs which affect
the resident’s day-to-day well-being. Such needs cover a broad range of areas and may vary
among residents. '

Although rursing staff are usually the “first responders” to resident problems and are responsible
for the heaviest burden of documentation, each member of the interdisciplinary team brings a
unique perspective and body of knowledge to the care planning process. As such, each members’
contribution should be sought and valued.

In what ways do staff involve residents, families, and other resident representatives in care
planning? - F 280

As emphasized in the Federal regulations as well as throughout this manual,~the resident,
resident’s family or other resident representatives should be involved in the care planning process.
The resident is the most appropriate individual to describe what is meaningful in his or her life.
Family and friends may also contribute in a very meaningful way in describing what is important
to a resident, especially for those residents who cannot speak for themselves. Although they may
be knowledgeable about the resident and care practices, interdisciplinary team members do not
know all of a resident’s life history and experience which may affect his or her individual needs
or dictate approaches.

It is important for the interdisciplinary team members to speak directly with the resident and the
resident’s family, friends and representatives during both the assessment and care planning process
if an appropriate care plan is to be developed which will address all of the resident’s individual
quality of life and quality of care needs. If there is a legally designated proxy, staff should be
aware of this fact and that individual should be given the opportunity to participate in the
assessment and care planning process. .

Is there evidence of assessment and care planning sufficient to meet the needs of newly
admitted residents, prior to the completion of the first comprehensive assessment? - F 282

Some care planning needs to occur for immediate care of the resident after admission or after a
significant change in status. Physician orders for immediate care (42 CFR 483.20 (a)/F 271) are
the written orders facility staff need in order to provide essential care to the resident, consistent
with the resident’s physical and mental status at admission. These orders, at a minimum, should
include dietary, medication (if necessary) and routine care instructions to maintain or improve the -
resident’s functional abilities until facility staff can conduct a comprehensive resident assessment
and develop an interdisciplinary care plan.

The interdisciplinary team may wish to conduct an initial RAP review for any identified problem
or potential problem even before the MDS is completed. This review can be documented at the
time, and a written update completed when the interdisciplinary team completes the RAI process
and documents final care plan decisions. . '
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For example, if a resident was re-admitted from the hospital with a physical restraint but the -
resident was not previously restrained, the interdisciplinary team should immediately assess the
resident for the need for a restraint. Since the team would know that the Physical Restraint RAP
- would be triggered by the MDS, they would use the RAP to guide their assessment of the resident
and make preliminary plans about how to handle the restraint issue. When the comprehensive:
assessment is completed, the interdisciplinary team would then make a final decision regarding
the resident’s current status and need for a restraint. '

Similarly, if a resident is incontinent of urine at the first admission, or newly incontinent at re-
admission, good practice would dictate that 14 days is too long to wait for completion of an initial
assessment of the incontinence. Again, the Urinary Incontinence RAP can be used to guide the
immediate care plan intervention. The documentation of the RAP review would then be updated
following the completion of the comprehensive assessment. L '

Are direct care staff fully informed about the care, services and expected outcomes of the
care they provide? Do direct care staff have general knowledge of the care and services
provided by other staff and the relationship of those services to the resident’s expected
outcomes? - F 282 :

Direct care staff (e.g., nursing assistants, aides) must be directly involved in the care planning
process. The importance of the communication between direct care staff and the interdisciplinary
team cannot be overstated. Since direct care staff have the most frequent contact with residents, -
they may be the most knowledgeable about a resident’s daily life, needs, problems and strengths.

Direct care staff who have not participated in the formal care plan decision-making process must
be informed about how the care and services they provide is intended to improve, maintain or
minimize decline in the resident’s condition and well-being. Without knowing the reasons they
are performing particular tasks, direct care staff may not understand the relationship between the
care and services they provide for a resident and the expected outcomes for that resident. -
Similarly, for nursing staff to understand how the resident is responding to a plan of care, the-
input of direct care staff is crucial. In many ways, they are the best source of information on how
the program has been implemented, how the resident has responded, and whether specific program
variations might be useful. '

What are some general care planning areas that could be considered in the Long Term Care
setting? - F 280

The following are six general care planning areas that are useful in the long term care setting.
This list is not prescriptive or all-inclusive.” Ultimately the resident’s status determines wha
should be addressed on the care plan. '

Functional Status

Functional status limitations are identified using the MDS and triggers. All conditions determined |
to need care plan intervention, after using the RAPs to guide further assessment, must appear on
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the care plan. The conditions identified by the RAI should be clearly linked to the problems
addressed on the care plan.

Rehabilitation/Restorative Nursing

A resident’s potential for physical, occupational, speech, psychological and other types of
rehabilitation needs to be assessed and care planned. The risk of immobility, for example, should
be assessed, and restorative nursing interventions planned accordingly. Complications of
immobility, such as damage to the muscular system as indicated by weakness, difficulty walking,
posture problems, foot drop, contractures, edema, constipation, calcium depletion, depression,
agitation, etc., should be assessed as appropriate. These assessments may include causes,
particular risk factors, clinical impressions and the need for referrals.

Health Maintenance

Health maintenance includes monitoring of disease processes that are currently being treated.
These would include both stable and unstable conditions that need monitoring such as a history
of cardiac problems, hypertension, CHF, pain, dehydration, mental illness, etc. If a resident is
taking medications for conditions, regular monitoring of edema, vital signs, blood glucose, etc.,
may be appropriate. -,

The interdisciplinary team may also decide whether or not to list problems on the care plan that
no longer affect the resident, are controlled or need no monitoring. This will depend on the
team’s decision about how a given problem affects the resident’s overall functicning or well-being.

Other areas of health maintenance may include terminal care, and special treatments such as
peritoneal dialysis or ventilator support.

ischarge Potential

Discharge potential for each resident needs to be assessed at admission, annually, and as needed.
The assessment for discharge potential should focus on what needs to happen before the resident
can safely be discharged. If the resident has discharge potential or if discharge is actively being
pursued, documentation should appear in the resident’s plan of care.

Medications

On at least a yearly basis, a comprehensive assessment of drug therapy should be completed (See
483.20 (b)(1)(2)(xiii)). This assessment can be documented anywhere in the resident’s record and
should include dose, frequency, existing and most likely side effects, relevant lab results,
parameter comparisons, and justifications for use. Pharmacists review the drug regimen and
discuss irregularities with appropriate facilities staff using Appendix N of the State. Operations
Manual on a monthly basis.
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It is the interdisciplinary team’s decision whether medications need to be addressed in the care .

plan. For example, consideration might be given to recent changes in medications, the use of
multiple medications, or medications which may ‘put the resident in jeopardy for a decline in
functional status. The care plan should alert the staff to medication side effects for which the
resident is at particular risk. The interdisciplinary team may decide to identify a drug(s) as an
approach to meeting a goal. The interdisciplinary team should determine if any medications that
the resident is taking are listed in a triggered RAP. If 50, use of the medication needs to be
assessed as a potential contributing cause to the RAP concern.

Daily Care Needs
~ Some facilities put all resident daily care needs and standard practice approaches on the care plan.

Daily care needs that are specific to the resident and are out of the ordinary must be addressed on
the care plan. Facility staff must use their professional judgment when making these decisions.
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APPENDIX A

Appendix A

STATE AGENCY CONTACTS RESPONSIBLE

FOR ANSWERING RAI QUESTIONS

STATE AGENCY CONTACTS

Alabama

Ellen Mullins

Alabama Department of Public Health
Division Of Licensure and Certification
671 South Perry Street

Montgomery, AL 36104

(334) 240-3528

Alaska

Shellie Smith

Office of Health Facilities Cert. and Lic.
4730 Business Park Blvd, Ste. 18
Anchorage, AK 99503-7137

(907) 561-8081

Arizona

Ed Welsh ,
Office of Health Care Licensure
Department of Health Services
1647 E. Morten

Phoenix, AZ 85020

(602) 255-1177

Arkansas

Shirley Gamble, Director
Office of Long Term Care
P.O. Box 8050, Slot 400
Little Rock, AR 72203-8059
(501) 682-8486

California

Elissa Hinson

Department of Health Services, Licensure and Certification
1800 3rd Street, Suite 210

Sacramento, CA 95814

(916) 324-8627
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Colorado - M
Diane Carter o ' ( o
Health Facilities Division .
Colorado Department of Health

4300 Cherry Creek Drive South

Denver, CO 80222-1530

(303) 692-2833

Connecticut

Wendy Furniss, R.N.C., M.S.

Health Services Supervision, Certification

- Hospital and Medical Care Division

Department of Public Health

150 Washington Street : ‘

- Hartford, CT 06106 .
(203) 566-5758

Delaware

Jacquelyn Rohrbaugh

Office of Health Facilities Cert. and Lic.

3 Mill Road, Room 308

Wilmington, DE 19806 /:)
(302) 577-6666 (7

District of Columbia

Judy McPherson

Service Facility Regulation Administration
Department of Consumer and Regulatory Affairs
614 H Street, NW

Tenth Floor

Washington, D.C. 20001

(202) 727-7200

Florida

Pat Hall

Office of Licensure and Certification

Department of Health and Rehabilitation Services
2727 Mahan Dr.

Tallahassee, FL. 32308

(904) 487-3513
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Georgia

Joyce Bridges

Office of Regulatory Services

Georgia Department of Human Resources
2 Peachtree St., NW 22nd Floor

Atlanta, Georgia 30303

(404) 656-5153

Hawaii

Karen Nishimura

Hospital and Medical Facilities Branch
Department of Health

P.O. Box 3378

Honolulu, HI 96801

(808) 586-4090

Idaho
Marie Ballard
Licensure and Certification
Department of Health and Welfare
P.O. Box 83720
Boise, ID 83720-0036

/) (208) 334-6626 .

S Illinois

Donna Lounsberry R.N., Chief
Education and Training Section
State RAI Coordinator

Illinois Department of Public Health
Office of Health Care Regulation
525 W. Jefferson Street

Springfield, IL 62761

(217) 785-5132

Indiana

Lynn Carter, RAI Coordinator

Manager, Information Technology

Indiana State Department of Health
Long-Term Care

1330 West Michigan Street, P.O. Box 1964
Indianapolis, IN 46206-1964

(317) 383-6537

N
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Iowa

Karen Mueller

Division of Health Facilities
Department of Inspections and Appeals
Lucas State Office Bldg., 3rd Floor
Des Moines, IA 50319

(515) 242-5991

Kansas

Patricia Maben

Director, Adult Care Home Program
Bureau of Adult and Child Care Facilities
Department of Health and Environment
Landon State Office Bldg., 10th Floor
900 Southwest Jackson

Topeka, KS 66612-1290

(913) 296-1246

Kentucky

Jenny Mitchell :
Division Of Licensure and Regulation
Department of Human Resources
CHR Building, 4th Floor East

275 E. Main Street

Frankfort, KY 40601

(502) 564-2800

Louisiana

Barbara Anthony

Bureau of Health Standards

Office of Licensure and Certification
P.O. Box 3767 '
Baton Rouge, LA 70821

(504) 342-0138 "’

Maine

Carole Kus

Case Mix Project

249 Western Ave.
State House--Station 11
Augusta, ME 04333
(207) 287-6482
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Maryland

Fran Miller, Supervisor

Ed. and Training

Office of Licensure and Certification
Department of Health and Mental Hygiene
4th Floor Metro Executive Center ,

4201 Patterson Ave.

Baltimore, MD 21215

410) 764-4970

Massachusetts

Mary Tess Crotty

Division of Health Care Quality

Department of Public Health

10 West Street, 5th Floor , ‘
Boston, MA 02111 T
(617) 727-5860 x395

Michigan
Cherie-Nan Jansen, RN, BSN, MPH
Staff Development Consultant
Program Development Section
& Division of Licensing and Certification
o 3423 N. Martin Luther King Jr. Blvd.
P.O. Box 30195
Lansing, MI 48909
(517) 334-8470

Minnesota

Laurel Koster

Clinical Nurse Specialist, Licensing and Certification :
Department of Health

393 N. Dunlap St.

P.O. Box 64900

St. Paul, MN 55164

(612) 643-2131

Mississippi

Sammy Rea

Department of Health, Division of Licensure and Certification
P.O. Box 1700 : '

Jackson, MS 39215-1700

(601) 354-7300
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Missouri o
Betty Markway (>
Department of Social Services
Division of Aging

P.O. Box 1337

Jefferson City, MO 65102

(314)751-3082

Montana

Bobbie Sutherlin

Department of Public Health and Human Services
Health Facilities Program

PO Box 200901

Helena, MT 59620-0901

(406) 444-4749

Nebraska

Nancy Olson, Unit Manager,

Medical Services Division

Department of Social Services

301 Centennial Mall South, P.O. Box 95026
Lincoln, NE 68509-5026

(402) 471-9360

Nevada

Jennifer Dunaway

Bureau of Licensure and Certification
505 E. King Street, Room 202
Carson City, NV 89710

(702) 486-5061

New Hampshire

Carol Currier

Medicaid Agency

Office of Medical Services
6 Hazen Dr.

Concord, NH 03301-6521
(603) 2714607

Judith Boska A

Health Facilities Administration
Certification Coordinator
Office of Medical Services

6 Hazen Dr. .

‘Concord, NH 03301-6521
(603) 271-4592
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New Jersey

Anne Brodowski

Assistant Director

New Jersey State Health Department
CN 367

Trenton, NJ 08625-0367

(609) 588-7735

New Mexico

Matt Gervase

LTC Program Manager

525 Camino de los Marquez, Suite 2
P.O. Box 26110

Santa Fe, NM 87502-6110

(505) 827-4225

New York

Barbara Page, RNC, MA .
Nursing Services Consultant
Bureau of LTC Services

1882 Corning Tower Building
Empire State Plaza

Albany, NY 12237-0732
(518) 474-2052

North Carolina

Cindy DePorter

Division of Facility Services
PO Box 29530 ‘
Raleigh, NC 27626-0530
(919) 733-7461

North Dakota

Darleen Bartz, Manager

Standards Development

North Dakota Department of Health
Division of Health Facilities

600 East Boulevard Ave.

Bismarck, ND 58505-0200

(701) 328-2352
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Ohio '
Nancy Whittenburg (Clinical Issues) <‘)
Asst. Chief, Bureau of HSQ
246 N. High Street

Columbus, OH 43215

(614) 752-9524

Sheila Lambowitz (Payment Issues)

Chief, Case Mix Section

Office of Medicaid

Bureau of Long Term Care Administration
30E. Broad Street, 33rd Floor

Columbus, OH 43266

(614) 466-1510

Oklahoma

Marietta Lynch

Licensing and Certification Division
Department of Health

P.0O. Box 1299

Oklahoma City, OK 73117-1299
(405) 271-4085

Oregon

Linda Nickolisen

Albany Client Care Monitoring Unit
118 Second Avenue SE

Suite G.

Albany, Oregon 97321

(503) 967-2186

Pennsylvania

Marjorie K. Key

Room 528

Health and Welfare Building
Harrisburg, PA 17120

(717) 783-1927

Puerto Rico
Mirta Fernandez
Commonwealth of PR Department of Health
Assistant Secretariat for the Regulation and Accreditation

of Health Facilities . .
Former Ruiz Soler Hospital ‘ -
Bayamon, PR 00959 \ :
(809) 782-3395
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Rhode Island

Gloria Roberto

Division of Facilities Regulation
Department of Health

3 Capitol Hill

Providence, RI 02908

(401) 277-2566

South Carolina

Sarah Granger

Bureau of Health Licensure and Certification
Department of Health and Environmental Control
2600 Bull St.

Columbia, SC 29201

(803) 737-7205

Janet D. Clayton

Department of Health and Human Services
P.O. Box 8206

1801 Main Street, 7th Floor

Columbis, SC 29202-8206

(803) 253-6182

South Dakota

Peggy E. Williams, Public Health Advisor
SD Department Of Health '

445 E. Capitol

Pierre, SD 57501

(605) 773-3356

Carol Job, Case Mix Project Coordinator
SD Department of Social Services

700 Govenor’s Drive

Pierre, SD 57501

(605) 773-3656

Texas

Shari Malloy

Utilization and Assessment Review
Texas Department of Human Services
P.O. Box 149030, Mail Code Y-919
Austin, TX 78714-9030

(512) 338-6493
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Tennessee

Norma Miller

c/o Virginia Anderson

Health Care Facilities

Department of Health and Environment
283 Plus Park Blvd. '

" Nashville, TN 37217

(615) 367-6316

Utah

Carolyn Reese

Bureau of Facility Review
Patient Assessment Section

288 North 1460 West

P.O. Box 16990

Salt Lake City, UT 84116-0990
(801) 538-6599

Vermont

Laine Lucenti

Division of Licensure and Protection
Department of Rehabilitation and Aging
Ladd Hall :

103 Main St.

Waterbury, VT 05671

(802) 241-2345

Virginia

Ann Adkins

Office of Health Facilities Regulation
3600 W. Broad Street

Richmond, VA 23230

(804) 367-2100

Washington
Marlene Black
Aging and Adult Services Admin.

Deparment of Social and Health Services -

4413 Woodview Drive, SE, QG-16
Olympia, WA 98504
(360) 493-2573
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West Virginia

Joan G. Armbruster, Coordinator
Nursing Home Services

Bureau for Medical Services
7012 MacCorkle Ave., SE
Charleston, West Virginia 25304
(304) 926-1712

Beverly Hissom

Office of Health Facility Licensure and Certification
Capitol Complex, Building 3

Charleston, West Virginia 25305

(304) 558-0050

Wisconsin

Billie March

Bureau of Quality Compliance
Department of Health and Social Services
1 West Wilson St.,-Room 150

Madison, WI 53701

(608) 266-7188

Wyoming

Marge Uelmen

Division of Preventive Medicine
Department of Health

First Bank Building, 8th Floor
2020 Carey Ave.

Cheyenne, WY 82002-0480
(307) 777-7121

REGIONAL OFFICE CONTACTS

Region I

Sharon Lounsbury
HCFA/DHSQ, Room 2275
JFK Federal Building
Boston, MA 02203-0003
(617) 565-1300

Region II

Margaret DiBari
HCFA/DHSQ

26 Federal Plaza,” Room 3821
New York, NY 10278-0063
(212) 264-3496 x349
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Region III

Gloria Speller

HCFA/DHSQ

P.O. Box 7760

Philadelphia, PA 19101-7760
(215) 5964550

Region IV

Pat Bendert

HCFA/DHSQ

101 Marietta Tower, Ste. 601

~ Atlanta, GA 30323-2711
(404) 730-2723

Region V

Alice Fields (312) 353-2851 or,
Pauline Swalina (312) 353-2853 or,
Sally Wieling (312) 353-8853 at:
HCFA/DHSQ

105 W. Adams Street, 15th Floor
Chicago, IL 60603-6201

Region VI

Dan McElroy
HCFA/DHSQ

1200 Main Street, Ste. 1940
Dallas, TX 75202-4348
(214) 767-2077

Region VII

Mary Alice Futrell
HCFA/DHSQ ,

601 E. 12 Street, Room 242
New Federal Office Bldg.
Kansas City, MO 64106-2808
(816) 426-2011

Region VIII

Dottie Brinkmeyer

HCFA/DHSQ

Federal Office Bldg., Room 1185
1961 Stout St.

Denver, CO 80294-3538

(303) 8444721 x435
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Region IX -

Mary Frances Colvin
HCFA/DHSQ

75 Hawthorne St., 4th Floor
San Francisco, CA 94105-3903
(415) 744-3693

Region X

Judy Ramberg

HCFA/DHSQ

Blanchard Plaza Bldg.

2201 Sixth Ave., Mail Stop RX-42
Seattle, WA 98121-2500

(206) 615-2321

October, 1995
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